were performed to identify characteristics associated with these patterns. Results: A three-class model representing unique combination of the 15 non-compulsory standards from the HU Certification Program demonstrated the best fit (Bayesian Information Criterion = 4,617.906; Akaike Information Criterion = 4,407.159; Chi-square goodness of fit = 536.951.3). Class I (18.5% of units) and Class III (36.5% of units) were characterized by having a high rate of specialized units and belong to more recent certification projects. Class II (51.0% of units) presented the highest proportion of primary care units. When comparing standard compliance behavior, Class I had the best general performance on standards relating to the establishment of an individualized health management plan (100%), involvement of professionals on the agreed HU objectives (98%), the implantation of action lines according to comprehensive Health Plans (91%), the issuance a comprehensive activity report (87%), the assessment of the person needs to facilitate access to resources (74%), incorporation of the patients opinion on the organization (71%), promotion of citizen participation as an element of continuous improvement (57%) implementation of a Patient Safe Strategy (45%), or a Quality Plan implementation (41%) amongst others. There was only one quality standard where Class I did not show the best performance when compared with the other classes. The standard related to optimal information dissemination on health promotion activities to the citizen was more likely to be accomplished by class II (79%) that the Class I (70%). Class III showed similar o less compliance than class II, except for the standard related to the issuance a comprehensive activity report (68%), and the standard about the establishment of an individualized health management plan (86%).
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Conclusion:
Those units classified into the Class I, which also showed the highest overall compliance probability in all the standards, were more likely to be hospital units rather than primary care units. Comparing Class I to Class II and to Class III, significant differences were shown on standards about a proper Quality Plan implementation (40%, 4% and 0% respectively) and guaranteeing a Patient Safe Strategy (45%, 3% and 0%). The results suggest how these two items could be predictors of belonging to Class I, which is the one that shows the best overall compliance of patient centered care and governance/leadership standards. Leading Quality and Patient Safe strategies may drive to engage Healthcare Units in other quality initiatives in healthcare. Further analysis need to be performed to explore the reasons behind the compliance behavior on Patient Centered care and leadership related standards. Objectives: To examine the association between compliance with two consecutive cycles of hospital accreditation and patient-related outcome Methods: We conducted a nationwide population-based study covering all 25 public, somatic Danish hospitals between 2012 and 2015. A team of surveyors comprised of peers assessed compliance with The Danish Healthcare Quality Programme (DDKM) during two onsite surveys with three years interval. For each survey, hospitals were awarded either fully or partially accredited based on the surveyors' findings.
ISQUA17-
We derived consecutive accreditation as a composite score according to the hospitals achievements in each cycle of accreditation. Hospitals that were partially accredited in both cycles were designated as 'low compliant hospitals" (n = 14) and hospitals fully accredited in at least one of the two cycles were designated 'high compliant hospitals' (n = 11).
We identified all patients diagnosed with one of the 80 diagnoses accounting for 80% of the deaths occurring within 30 days of admission. Patients were included with their first admission ±six month from the first day of the hospitals' onsite survey.
Patient-related outcomes included 30-day all-cause mortality, length of stay (LOS), and acute unplanned all-cause readmission within 30 days after discharge (AR). We compared outcomes between patients admitted at high and low compliant hospitals. For 30-day mortality, we computed odds ratios by logistic regression and for LOS and AR, hazard ratios by Cox proportional hazard regression. All analyses were adjusted for six potential confounders (age, gender, comorbidity, primary diagnose, type of admission, and marital status) and included cluster effect at hospital level. Results: The study cohort for 30-day mortality consisted of 277,559 patients of whom 125,485 (45.2 %) were admitted at high compliant hospitals and 152,074 (54.8%) at low compliant hospitals.
The 30-day mortality risk was 3.95% (95% CI: 3.84-4.06) for patients admitted at high compliant hospitals and 4.39% (95% CI: 4.29-4.49) at low compliant hospitals. We found, that patients admitted at low compliant hospitals had a substantially higher 30-days mortality risk compared with patients at high compliant hospitals, adjusted odds ratio of 1.26 (95 % CI: 1.11-1.43).
The mean LOS was 4.02 days (95% CI: 3.98-4.06) for patients admitted at high compliant hospitals, and 4.49 days (95% CI: 4.45-4.53) at low compliant hospitals. Patients admitted at low compliant hospitals had a longer LOS compared to patients at high compliant hospitals; adjusted hazard ratio of 0.88 (95% CI: 0.82--0.95). The estimates did not change substantially when restricting the analyses to patients with a LOS between 1 and 33 days.
In all, 13.6% (95% CI: 13.5-13.7) of the patients experience an AR. No evidence was found for the risk of AR between admissions at high and low compliant hospitals. Nor when restricting to patients with a short LOS of less than 3 days. Conclusion: Persistent low compliance with DDKM accreditation was associated with higher 30-day mortality and longer LOS. Consulting, Toronto, Canada
ISQUA17-2093 SERVICE AND PROFESSIONAL REGULATORS -MOVING FROM UNDERSTANDING TO STRUCTURED INTERACTION FOR ENHANCED PATIENT CARE
Objectives: "A failure of communication between the many agencies to share their knowledge of concerns…Assumptions that monitoring, performance management or intervention was (the) responsibility of someone else…Relentless focus of healthcare regulator on policing compliance with standards" So stated Robert Francis in a presentation in 2012 on the Mid Staffordshire Hospital review he carried out, and published in 2010.
While the responsibility lay with the hospital and its workforce, including statutory regulated professionals; these comments refer to the regulators of service and of professions.
We ask how best to have greater co-working between these regulators to improve patient safety. Too often, change has come from bad practices -Shipman, Royal Bristol Infirmary -Best practice requires us to be proactive in addressing the need for tighter agreed interactions between service and professions' regulators -where can we work closer together?
Many Bodies have memorandums of understanding (MOUs), but how effective are these when dealing with challenging issues? One good example is work between one regulator of professions, who is working with one regulator of services, to strengthen a voluntary code of professional conduct for employers in relation to their responsibilities for their regulated professions. We plan to seek information on good practice and other suggestions, that all regulators can learn from, through a survey.
Should there be more legally robust links between Bodies? How can processes/procedures be improved? We plan to review what is currently in place; and to look at the impact on patients' safety. Methods: We propose to present a theoretical model as to how such interactions/relationships may work, through considering data exchanges, overarching frameworks at national level and other innovative practices.
We have conducted a survey of regulators of doctors, nurses, social workers and some health and social care professions, as well as regulators of services in Ireland, UK and Ontario Canada. This survey will be completed by the end of February. the focus has been on what current interactions are taking place between these agencies, and what models would they suggest to improve working together, for patient safety.
The presenters from Canada and Ireland are using their varied experiences and knowledge of professional and service regulation, to assist the research and practice currently available Objectives: Intercollegiate quality evaluation or peer review among medical specialists in the Netherlands is organized by scientific societies as an integrated part of quality management on a national level. Participation in the peer review every five years is obligatory for (re) registration in the national register of medical specialists. However, these peer reviews were performed without explicit quality criteria or a framework. This resulted in variation between reviewers and between medical specialties. Therefore, the objective of our undertaking was to develop practical quality frameworks for nine participating scientific societies. Methods: The scientific societies of nine medical specialities voluntarily participated: allergology, clinical chemistry, dermatology, lung disease, medical microbiology, neurology, neurosurgery, nuclear medicine and psychiatry. The quality frameworks were developed by a working group of medical specialists per speciality in four joint meetings and up to six individual meetings. Input for the quality
